Introduction
Many different genital lesions have been associated with HIV infection. Some, such as candidiasis, atypical herpes simplex ulceration, and Molluscum contagiosum, can be early manifestations of HIV-associated immune deficiency, or clinical markers of disease progression in a patient known to be HIV-infected. When evaluating a genital lesion indicative of immunodeficiency in a patient with unknown HIV status, the physician should consider HIV infection, particularly in the absence of other causes of immunodeficiency. 1 Gynecologists who become aware of a patient's risk for HIV infection, or who identify a clinical condition that may be associated with HIV infection, should refer the patient for HIV counseling and testing.
The association of sexually transmitted diseases (STDs) and HIV infection is common, because they have similar modes of transmission. In HIV-infected pregnant women, the presence of STDs increases the risk of perinatal transmission of HIV. Hence, it is essential that these infections are diagnosed early in pregnancy and treated promptly.
The atypical manifestations of genital lesions seen in many patients make the diagnosis difficult without laboratory confirmation. Unfortunately, some laboratories do not have the diagnostic capabilities to analyze these tests, as they consider the tests an unnecessary expense. A diagnosis should be made for all genital findings either on the basis of distinctive clinical features, or by using appropriate laboratory tests (eg, smear, culture, or biopsy). 2
Multiple molluscum contagiosum
A pregnant HIV-infected woman with AIDS developed hundreds of round papules in the genitocrural, anal margin, and perianal surfaces, suggestive of molluscum contagiosum (MC). Histopathological evidence of MC was observed in the biopsy specimen. Molluscum contagiosum is a cutaneous poxvirus infection characterized by multiple umbilicated flesh-colored papules. Recommendation: Diagnosis can be established by clinical examination and, if necessary, biopsy. Disseminated MC may be the first sign of immunosuppression and may signal a need for HIV counseling and testing in those who have unrecognized infection. 3
Atypical herpetic ulcer
Unusual acute herpes simplex virus (HSV) ulceration affected the external genitals, anus, buttocks, and perineum, of a patient with advanced AIDS. The disease was itching, painful, and running a violent and rapid course. Biopsies taken from the advancing edge revealed multinucleated giant cells, which are typical of herpetic cytopathic effects, and viral culture confirmed the presence of HSV-2. In immunosuppressed patients the lesions caused both by initial infection and recrudescences tend to be more extensive, deep, refractory, and persist longer than in immunocompetent individuals. Recommendation: For rapid diagnosis, the Tzanck test may be considered as a convenient complement to the initial clinical evaluation of the patient with symptomatic infection, because its result will provide additional evidence of the herpetic nature of the lesion. Tzanck preparation and direct fluorescent antibody (DFA) stain are more useful than isolation, because HSV can be detected in culture after two to seven days, but in a number of cases, such as low-titer HSV infection, or healed or atypical lesions, virus cannot be isolated. 2 While awaiting confirmation of the diagnosis, the physician should consider initiation of systemic acyclovir treatment if atypical HSV ulceration is suspected (after collection of all necessary diagnostic specimens). Response to this medication may be helpful in confirming the diagnosis. As atypical herpetic ulcers may be the first sign of immunosuppression, patients with these ulcers who are not known to be HIV-infected should be referred to a physician for HIV counseling and serologic testing. 1
Genital candidiasis
Mucosal candidiasis has produced a confluent plaque on an inflamed base, involving the entire uterine cervix. The patient was HIV-1 seropositive. This lesion resolved with systemic fluconazole treatment. Recommendation: If the lesions are clinically consistent with candidiasis and the patient is known to be HIV-infected, no further diagnostic procedure is necessary. Direct microscopy exam with potassium hydroxide (KOH) or Gram stain shows yeasts and pseudohyphae. Genital candidiasis is a yeast infection of the genital tract caused by Candida. Such genital infections usually develop by the yeast spreading from normal skin or intestinal flora, uncommonly from a sexual partner. Three important factors contribute to this increase in cases: diabetes mellitus, use of broadspectrum antibiotics, and oral contraceptives. Unlike oropharyngeal candidiasis, Candida cervicitis is generally not considered an opportunistic infection. The great majority of cases of severe recurrent or refractory genital candidiasis do not have HIV infection. 4
Ulceration due to Mycobacterium tuberculosis
This HIV-seropositive woman developed a dramatic and deep ulceration on the labia majora and adjacent surface, buttocks and perineum, which had been present for two months. Myriad acid-fast organisms were present in tissue, and culture confirmed the presence of Mycobacterium tuberculosis (MTB). Skin lesions due to this organism are signs of disseminated disease. Recommendation: Diagnosis of ulceration due to MTB should be established by biopsy and histologic examination. If the decision is made not to obtain biopsy, the reason for the decision should be documented. Treatment should be based on identification of the causative organism. 1
Condyloma acuminata
This HIV-seropositive woman had an exophytic wart pattern suggestive of condyloma acuminata in external genitalia. Histologic evidence of human papillomavirus (HPV) was observed in biopsy specimen. Condyloma acuminata are contagious (and sexually transmitted) and autoinoculable. 2 Recommendation: Most warts that are visible to the naked eye can be diagnosed correctly by history and physical examination alone. Persistent or atypical lesions should be biopsied and examined by routine histologic methods. The differential diagnosis of anogenital warts includes condylomata lata of secondary syphilis, fibroepitheliomas, MC, and other nonvenereal dermatoses, such as a variety of benign and malignant mucocutaneous neoplasms. 1 HIV serology should also be undertaken, since chronic, persistent genital warts are common in persons with HIV infection or at risk for HIV infection.
Kaposi's sarcoma
Two violet tumor nodules are seeded, on the labia minora and uterine cervix mucosa, of this Caucasian female intravenous drug abuser with HIV infection. Histologic examination revealed Kaposi's sarcoma (KS). Recommendation: The diagnosis of KS should be confirmed by biopsy or identification of distinct clinical features. 1 Kaposi's sarcoma is rare among women. Any woman not known to be HIV-infected should be referred for HIV counseling and testing when she presents with a genital lesion that is associated with immunodeficient status or an STD, and when the presence of the lesion cannot be explained by a confirmed underlying condition or by a medication.
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Atypical herpetic ulcer.
Figure 3
Candidiasis of the uterine cervix.
Figure 4
Ulceration due to Mycobacterium tuberculosis.
Figure 5
Condyloma acuminata.
Figure 6
Kaposi's sarcoma (uterine cervix).
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Kaposi's sarcoma (labia minora).
